This contribution presents the case histories of two patients who underwent limb amputation. One patient suffered from psoriasis prior to the surgery and the second developed psoriatic lesions post surgery. Both patients were provided with a pro2thesis and despite the multiple cutaneous complications of the psoriasis both patients ambulate. It was expected that Koebner's phenomenon would create hardships but to date this has not happened.
Introduction
The reasons for limb amputations are varied. Trauma, infection and vascular insufficiency, with or without diabetes mellitus are the major reasons for such procedures in the lower limbs. Once the amputation has been carried out and the limb stump has healed the ambulatory rehabilitation process begins. Measurements are taken to provide the stump with a prosthetic socket. There are many different socket designs and materials from which to manufacture the socket. All sockets provide containment for the limb stump and weight bearing elements and some may also supply prosthetic suspension features. The design of the prosthesis and the components chosen are decided upon by the rehabilitation team according to their assessment of the patient's capabilities and predicted needs. This paper discusses the complications caused by the cutaneous lesions of psoriasis. The prevalence of psoriasis has been reported between 0.1 and 2.8% (Beyer et al., 1991; Farber and Nall et af., 1974; File, 1984) . Two All correspondence to be addressed to Prof. Michael Heim, Department of Orthopaedic Rehabilitation. Tel Hashomer Hospital. Israel 52621. Tel: (+977) 3 5303702; Fax: (+972) 3 5355944 short paradigms are used to demonstrate some of the salient features.
Case histories
The first patient is a healthy 38 year-old male. When 18 years of age he was involved in an accident, as a result of which his right leg was amputated at trans-femoral level. The wound healed without complications and a prosthesis was provided. Erythematous lesions appeared on the stump and initially contact dermatitis was suspected, but when lesions appeared on other parts of the body including the elbows and the scalp a diagnosis of psoriasis was made. The patient received medications and all the lesions regressed except those on the stump, which are permanently present (Fig. 1) .
The second patient is a 45 year-old married woman with 8 children. She was hospitalised owing to a septic diabetic foot, which had been treated conservatively for months prior to hospitalisation. She relates that after the birth of her first child, over 20 years ago. she developed lesions at her elbows and knees and was then diagnosed as suffering from psoriasis. These lesions remained permanently and only during times of stress, particularly during her pregnancies, she developed lesions on the shins, forearms and scalp. The flare-ups of the psoriasis occurred only during stressful periods followed by a complete remission of these lesions. The patient has not received any systemic medications for her psoriasis. She underwent a trans-tibia1 amputation. The wound healed well even though the incision passed through the psoriatic area ( Fig. 2) . A prosthesis was provided and the patient ambulates.
Discussion
The cutaneous manifestations of psoriasis 
Chemical
Methacrylates, acrylates may differ greatly in their clinical presentation. The lesions may appear as isolated papules on an erythematous base or they may coalesce into large plaques (Fitzpatrick et aL, 1992) . These silvery, scaly areas are not itchy and when open wounds occur the skin heals without scarring. Removal of the scales by scratching results in minute bleed papulae, Auspitz test, which is pathogneumonic for psoriasis. The first patient described has a trans-femoral amputation and being a young active male was fitted with a total-contact vacuum socket. The stump developed cutaneous erythematous areas and, as frequently occurs, contact dermatitis was suspected. A list of chemicals, which are components of prosthetic sockets, have been reported as being responsible for the contact dermatitis. Table 1 summarises the list of chemicals responsible and the literature references. The patient tested negative for contact allergies. He Bad no personal or family history of psoriasis prior to the amputation and hence there was no hint as to the nature of the stump lesions. This form of psoriasis is referred to as isomorphic or the Koebner's phenomenon type and may be caused by the stress of the surgical procedure (Hare and Cooke, 1961) . The second patient suffered from psoriasis prior to the amputation and in order to affect a good trans-tibia1 stump the incision needed to pass through a psoriatic plaque.
The question of bacterial contamination of the skin in patients with psoriasis needs to be understood. Lynfield et al. (1972) and others (Hare and Cooke, 1961; Lambert and Wright, 1979) many years ago published important information; firstly that the skin plaques contained a significantly higher than normal bacterial count and secondly that pre-operative skin preparation was as effective in the psoriatic areas as it was on normal skin. Studies have been published recording increased infections during orthopaedic surgical procedures (File et al., 1992; Skin and Connective Tissue, 1961; Lynfield et al., 1972; Marples er al., 1973) while the published series (Menon and Wroblewski, 1983; Momsen and Kijl, 1993) have shown that there is no additional risk of infection. What is of significance is that the milieu surrounding a psoriotic sufferer is more highly contaminated
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MacFarlane AW (Nobel and Sarin, 1968; Selwyn, 1965) . Accepting that fact and then realising that the prosthetic socket is a confined space, in close contact to the poorly aerated stump elucidates the reason for the patients limb stump being at high risk. It has been reported (Selwyn and Chalmers, 1965 ) that psoriatic skin areas are colonised with Staphylococcus Aureus 46% of the time and that fortunately the organism is of low virulence (Stem et al., 1989) . It might appear that this heavy colonisation with Staphylococcus Aureus provides a "protective defense" for its abundant presence limits contamination by more virulent bacteria. Methicillin resistant Staphylococcus Aureus (MRSA) is a threat in patients where colonisation has occurred. The colonisation of patients in the community is around 6% and it has been noted that over 60% of these patients had a recorded hospitalisation in the preceding 12 months (Khan & al., 2002; Samad ef al., 2002) . The first patient, a trans-femoral amputee has, from time to time, psoriatic eruptions on the stump causing him to remove the prosthesis until the wounds heal. The most probable cause of the stump injury is a mal-fit between the patient's stump and the prosthetic socket. This feature is not exceptional as it occurs in non-psoriatic amputees as well. In patients with psoriasis the minor mal-fit may be an igniting spark which kindles Koebner's phenomenon. One may perceive from the clinical photographs of patient 1 that large areas are involved, not particularly the weight-bearing area (ischial tuberocity). The second patient is a trans-tibia1 amputee. During ambulation weight bearing is upon the patellar tendon. The patient had a large plaque over that area prior to surgery. The question of prosthetic design was discussed and it was appreciated that should patellar-tendon-weightbearing (PTB) become impossible an ischidweight-bearing socket would be needed. To date the regular PTB prosthesis has provided satisfactory results. Both of these patients demonstrated only the cutaneous manifestations of psoriasis. There was no joint involvement in either of them and hence the extrapolation of these findings to patients with joint involvement should be done with extreme caution.
From the authors' limited experience it would appear that despite the theoretical consideration of potential problem areas, the ambulatory rehabilitation has been accomplished with only minor drawbacks.
One cannot draw any definite conclusions from such a small series, but one can comment that the cutaneous lesions of psoriasis are not a reason to withhold a prosthesis from a potentially ambulant amputee.
